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Background and Purpose: Total ankle arthroplasty is the least performed 
arthroplasty of the lower extremities and there is still much to learn about the need for 
and progression of rehabilitation for this population. The purpose of this case report is to 
describe the examination, evaluation, interventions, and outcomes for a patient receiving 
out-patient physical therapy for the first time at 10 weeks status post total ankle 
arthroplasty. Case Description: The patient was a 75 year old male that presented to 
out-patient physical therapy 10 weeks sIp cemented right total ankle arthroplasty. The 
patient had received acute care physical therapy, but no therapy after he was discharged 
from the hospital. Outcomes: Positive outcomes were observed in this case study with 
the interventions used. An increase in ROM and strength was measured in all planes of 
the operated ankle at time of discharge, along with increased in functional mobility. 
Discussion: There is a definite gap in the research when it relates to rehabilitation 
following a total ankle arthroplasty. A theoretical framework for man~gement of this 
patient's rehabilitation could not be found. This case report, others like it, and 
randomized controlled trials on this rehabilitation process will help in finding the best 
evidence based interventions for this patient population. 
Vll 
CHAPTER I 
BACKGROUND AND PURPOSE 
One of the current treatments for end stage ankle osteoarthritis (OA) is total ankle 
arthroplasty (T AA), which involves the replacement of the superior aspect of the talus 
and the inferior portions of the tibia and fibula with prosthetic componentsl , 2. TAA is the 
least performed arthroplasty of the lower extremities and there is still much to learn about 
the need for and progression of rehabilitation for this population. The following case 
report discusses the rehabilitation process of a patient that was 10 weeks status post (sip) 
TAA at time of evaluation by an out-patient physical therapist. 
( , 
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Approximately 1 % of the adult world population has OA of the ankle, causing 
them pain and disability3. The primary cause of ankle OA is previous trauma to the joint 
that can be recalled by the patient4,5. TAA has been shown to be an effective treatment 
for ankle osteoarthritis. Patients following this surgery have had greater functional 
mobilitr,4,5,6. In one study, patients receiving a TAA were shown to have superior 
function and equivalent pain relief as compared to patients treated with fusion at 34 
months post operatively7. 
TAA was first developed and performed in the early 1970's. These first TAAs 
had a high rate of complication and the prosthetic had poor longevitl. It wasn't until 
the late 1980's and early 1990's, when the prosthetics were designed to match the 
biomechanics of the ankle, that outcomes were improved2,9. 
1 
A theoretical framework for management of this patient's rehabilitation could not 
be found, due to the relative inexperience that the medical profession has with T AAs. 
However, there are randomized controlled trials showing that physical therapy 
intervention, including strengthening and stretching the surgical ankle, have positive 
results on an ankle sip T AA. These results have been shown through the visual analogue 
pain scale, American Orthopaedic Foot and Ankle Society ankle score, range of 
motion(ROM) into plantarflexion(PF) and dorsiflexion (DF), torque production into 
PFIDF, and EMG measurements of four muscles: anterior tibial, medial gastrocnemious, 
peroneus longus, and soleous muscles lO. The positive results that have been shown 
through these tests come with physical therapy intervention that extends past what can be 
performed by an acute care physical therapist. 
At three months post-operatively, strength and motion in the replaced ankle are 
expected to be less than it was preoperatively due to continued surgical healing with 
physical therapy intervention. However at six months postoperatively the strength and 
motion in the ankle is expected to be greater than preoperatively with continued physical 
therapy intervention. Strength and motion gains are expected to be continued at the nine 
and 12 month follow-ups along with increased functional mobilitylO. Therefore the 
strength and motion for the patient in this case report was expected to be below pre-
surgical levels since he was 10 weeks postoperative. Interventions should also be 
continued for up to one year after surgery, as improvements are still seen in this patient 
population when these are continued. 
The patient was chosen for this case report since he was sip T AA and a 





The lack of a protocol for this patient population emphasizes the need for publications 
discussing the possible interventions that can be the most beneficial. Rehabilitation 
protocols are common for other joint arthroplasties such as the knee and hip, which assist 
in ensuring that evidence based interventions are provided to those patient populations. 
This case report, which shows positive outcomes, along with future case reports and trials 
on the rehabilitation following TAA's will help to develop a protocol for this patient 
population. The purpose of this case report is to describe the examination, evaluation, 
interventions, and outcomes for a patient receiving out-patient physical therapy for the 




Examination, Evaluation and Diagnosis 
The patient was a 75 year old male who presented to out-patient physical therapy 
10 weeks sip cemented right TAA with significant limitations in ROM and dehiscence in 
his anterior longitudinal and lateral incisions. The patient stated that he had received 
acute care physical therapy in the hospital that focused on gait training with crutches and 
bed mobility. The initial weight bearing status postoperatively was weight bearing as 
tolerated progressing toward full weight bearing on the involved lower extremity. The 
patient discontinued the use of crutches at three weeks postoperatively and switched to 
using a cane. When presenting to outpatient physical therapy the patient used the cane in 
his right hand and had an antalgic limp. The patient initiated his right stance phase with a 
foot flat position and the majority of his weight born through his right lower extremity 
and cane. He stated that he had been cautious of putting too much weight on his right 
ankle as he did not want to cause damage to it. 
A history of OA was present for 10 years in the patient's right talocrural joint 
before he opted for this arthroplasty. The patient did not remember a traumatic event that 
initiated the pain and discomfort in his right ankle, but stated the pain struted with slight 
discomfort and got to be too much to put up with any more. The pain was aggravated 
pre-surgically by walking long distances, which he had done for exercise until walking 
became limited. He was retired and lived with his wife in their single story home. The 
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patient was able to drive himself to and from the appointments and was functionally 
independent throughout the day. The patient stated that he would like to walk long 
distances without pain or a device by the time physical therapy intervention was 
completed. 
The patient stated that his pain preoperatively was a levell at rest (visual analog 
pain scale with 0 being no pain and 10 being the most severe) and rose to 5 or 6 when 
walking distances greater than lOO yards. Since the patient's pain in his right ankle had 
increased over the past few years he had been doing less walking for exercise. This 
walking had been his primary source of exercise prior to the onset of pain. 
Postoperatively the pain was slightly higher at rest, a level of 2. The pain associated with 
walking however rose to a 3 or 4 with distances over 100 yards, which he felt was less 
than pre-operatively. Postoperatively, walking around the patient's home remained 
difficult for the patient and walking around a shopping mall was not possible, due to 
discomfort. 
A physical therapy referral was not given to the patient when he left the hospital 
following surgery, as the physician determined out-patient physical therapy unnecessary. 
Physical therapy intervention was first discussed 9 weeks postoperatively when the 
patient asked his physician for a referral due to the continued pain and discomfort. The 
physician did refer and 10 weeks post-operatively the patient presented for outpatient 
physical therapy. He had not been instructed with exercises that would promote the 
return of ankle (ROM) or scar mobility at the time of evaluation. 
Screening of the cardiovascular system revealed no impairments or limitations. A 
u review of the patient's past medical history revealed no red flags that raise concern for 
5 
treatment. Neuromuscular limitations include propriception deficits of the right lower 
extremity (LE). This was revealed by placing the patient in a seated position and having 
him tap two lines that were 12 inches apart with both LEs. The tapping was significantly 
slower and less coordination was displayed on the right compared to the left. 
Examination revealed peri wound erythema along with yellow slough in the 
wound bed of the anterior incision. The lateral incision was closed and the scar was red 
and raised. The mobility of both of these incision sites were severely limited due to 
adhesions to the underlying tissue. Anterior-posterior(AP) and posterior-anterior (PA) 
joint assessments revealed an approximately 50% limitation in right talocrural joint 
mobility in both the anterior and posterior directions. Joint mobility was within 
functional limits at the left talocrural joint. The anterior incision adhesions, along with 
( decreased talocrural joint mobility, were significantly limiting the plantarflexion (PF) 
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ROM. 
The distal right LE had moderate swelling present when compared to the left LE. 
This swelling was present throughout the foot and extended up midway on lower leg. 
Risk factors for slow wound healing include the patient's age, diet, and fitness level. The 
patient was 75 years old and stated he consumed low amounts of protein, at the time of 
evaluation. The patient was educated that consumption of moderate amounts of protein 
can assist the body in healing wounds. The patient did not smoke and only drank alcohol 
on occasion. The patient stated he took no medications on a consistent basis, but took 
ibuprophen when the pain in the right ankle bothered him too much. This consisted of 







ROM and strength measurement from the physical therapy evaluation can be 
reviewed in table 1 and table 2. The ROM measurements were taken as described by 
Norkin, in the text Measurement of Joint Motionll. As seen by the active ROM 
measurements in table 1, the right ankle had its biggest limitation into PF, with 
limitations being present in the other three directions. Movement of the ankle into any of 
these positions elicited pain and discomfort in the ankle. The left ankle was pain free 
with all motions. A screen for compensatory pain in the left lower extremity was 
performed by asking if the patient had any symptoms in that extremity, since he started 
having pain on the right and no issues were noted. 
The strength measurements were taken as described by Reese, in the text Strength 
and Sensory Testing12. Manual muscle testing of the lower extremities revealed 
weaknesses in the right ankle, when compared to the left. PF was the weakest motion 
with a grade of 2/5. While strength testing the right ankle all motions elicited pain, but 
the worst pain was felt by the patient while testing PF, with a level of 4 on the visual 
analog scale. The patient's left ankle strength was grossly 4-5/5, which appeared to be 
within functional limits for the patient's age and activity level. 
Table 1. 
Examination Range of Motion 
Passive Range of Motion Left Ankle Right Ankle 
Eval Eval 
Dorsiflexion 10 8 
Plantarflexion 48 18 
Inversion 34 12 
Eversion 24 12 
7 
Table 2. 
Examination Range of Motion 
Strength Left Ankle Right Ankle 
Eval Eval 
Dorsiflexion 4/5 3/5 
Plantarflexion 4/5 2/5 
Inversion 5/5 3/5 
Eversion 5/5 3/5 
Ankle special tests, as described in "Orthopedic Physical Assessment" by David 
J. Magee, were differed due to post-operative status13• The patient was unable to perform 
a single leg stance (SLS) on the right without bilateral UE support, however he could 
perform this on the left without DE support. 
It appeared at the time of evaluation that the patients limitation in ROM in his 
right ankle was due to the decrease joint mobility at the right talocrural joint and the soft 
tissue adhesions that had formed around the anterior incision. The lack of motion at this 
joint, the patient's fear of weight bearing on this lower extremity, and the pain that was 
felt after ambulating long distances inhibited the patients mobility significantly. Also, 
since the patient was using a cane in his right hand instead of his left, he is not able to 
unweight this lower extremity as efficiently when his pain was increased. 
The patient's impairments fit under the practice pattern 4H: Impaired Joint 
Mobility, Motor Function, Muscle Performance, and Range of Motion Associated With 
Joint Arthroplasty, as described in the text Guide to Physical Therapist Practice14. 
Functional limitations include gait, standing, stairs, and leisure activities. The 
impairments that cause these functional limitations listed, with their leD 9 codes, were: 
joint effusion(719.07), joint replacement aftercare(v54.81), joint pain(719.47), joint 
stiffness(719.57), and difficulty walking(719. 77). 
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Prognosis and Plan of Care 
The rehabilitation prognosis, to achieve long and short tenn goals, was good. The 
patient appeared to be motivated to increase his functional mobility and good follow 
through was anticipated on exercise prescription. These goals were created with the 
anticipation that six to twelve treatment sessions would be required, depending on the 
progression of the patient's symptoms. The following goals, which were focused around 
increasing the patient's functional mobility, were as follows at time of evaluation. 
Short Tenn Goals: 
• Following each physical therapy intervention, the patient will be able to verbalize 
and demonstrate understanding of an updated home exercise program (HEP). 
Long Tenn Goals 
• Following physical therapy intervention, the patient will have an increase in PF 
ROM from 18 to 25 degrees. This is to be accomplished within 21 days and will 
assist in nonnalizing gait 
• Following physical therapy intervention, the patient will be able to ambulate 150 
yards with minimal to no limp, pain, or symptoms. This is to be accomplished 
within 28 days and will help the patient to ambulate in his community and 
environment more independently. 
Re-evaluation took place by monitoring increases or decreases in pain, functional 
mobility including ambulatory quality and distances, ROM measurements, and strength 
measurements. Planned physical therapy interventions included manual therapy, 
neuromuscular reeducation, and therapeutic exercise to increase strength in the patient's 
right ankle along with scar and right ankle mobility. Education on the importance of 
9 






The patient received seven physical therapy treatments, including the initial 
examination and evaluation session in which the patient received treatment during the 
second half of the appointment. The initial session was 60 minutes long and all of the 
follow up sessions were 30 minutes each. The patient was present and on time for all 
treatments and displayed excellent motivation and follow through with the prescribed 
exercises. The patient was seeing no other health care providers for treatment of this or 
any other impairment throughout the physical therapy course of treatment. 
Physical therapy interventions for this patient began immediately following the 
examination and evaluation, with education on the importance of weight bearing through 
the right LE and decreasing hesitation with use. This was important to cover, due to the 
significant limp displayed during the evaluation and the fear of injury the patient 
discussed. Also included in this education was gait training. The gait training assisted in 
normalizing step and stride length along with incorporating a firm heal strike, to replace a 
foot flat position during the initiation of his stance phase. A focus was also placed on 
utilizing the cane in the patient's left hand, as he could efficiently modify the weight 
placed on right ankle and start to eliminate limping over this ankle. 
Additional interventions during the first treatment session included education on 
weight shifting exercise in standing. These exercises were performed with his right side 
facing a counter top and holding onto it with his right hand. The patient then shifted the 
11 
majority of his weight so it was born through the right LE. This focused on increasing 
the patient's comfort with weight bearing, along with increasing proprioception and 
strength in the surgical ankle. Between the first and second sessions, the patient was 
instructed to complete these exercises 3 times a day, performing 3 sets of 15 weight shifts 
at each session. 
Grade 2 AP and PA talocruraljoint mobilizations were performed during the first 
session, in order to decrease pain and increase comfort with ankle motions. The 
mobilizations progressed to grade 3 during this session in order to help increase 
functional motion in this ankle. Soft tissue mobilization (STM) to the anterior wound 
was performed due to adhesions that were noted to the underlying tissue and its impact 
on the hypomobility noted into DF and PF at the right ankle. During the STM of the 
C~ anterior incision at the initial two visits, shearing force across the remaining eschar tissue 
was avoided due to the possibility of opening in the incision. STM was performed 
parallel to the incision site and perpendicular on the ends, where no eschar tissue was 
present. All manual therapy was well tolerated by the patient with pain levels staying in 
the tolerable pain range for the patient of 3 to 4. 
Tuba-grip was applied at the end of the treatment session to assist in decreasing the 
moderate amount of swelling present in the right ankle. The tuba-grip extended from the 
level of the distal metatarsal to three inches distal to the tibial tubricale. The patient was 
educated to ice his ankle two times per day for 20 minutes, to also assist in decreasing the 
swelling present. 




performed and how they went, questions on any issues encountered during this time, and 
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a discussion on the importance of decreasing the patient's fear of weight bearing through 
the surgical ankle. The patient was educated on the likelihood of causing an additional 
injury from the compensation pattern and the importance to normalize his gait pattern 
was emphasized. Only mild edema remained at the beginning of the second treatment 
with the application of tuba-grip and ice. 
After this discussion, the ROM was again accessed and with the limitations present, 
manual therapy was performed for 20 of the 30 minutes during this session. This started 
with extensive STM to the anterior incision with caution taken to avoid shear forces 
across the remaining eschar tissue. Grade 2 and 3 supine AP and prone P A talocrural 
glides were then performed for 3 sets of 15 reps each, on the right ankle. These glides 
were followed by PROM into PF, DF, inversion, and eversion with stretching at end 
range of each of these motions and minimal overpressure. Seated self mobilization was 
performed with the patient stretching his right ankle into PF, DF, inversion, and eversion 
by placing pressure into the floor and stretching in each direction. The patient tolerated 
the manual therapy well and continuously stated that the pain was in the tolerable range 
of 3 to 4 and realized this would help to increase motion. 
Weight shifts in standing were reviewed at the end of the treatment and focus was 
placed on getting to a SLS and holding it for three seconds, still with the patients hand on 
the counter. Seated self mobilizations, as described earlier, were given as a home 
exercise to be completed 3 times a day at 3 sets of 10 reps in each plane. 
The third treatment started with measurement of motion in the patient's right 
ankle in all planes. An increase of 5 degrees was noted into PF, 18 to 23 degrees, with no 
increase in movement into the other planes. Manual therapy was continued with ankle 
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mobilizations at grades 2-3 to increase comfort with movement and soft tissue 
extensibility. STM was also continued on the anterior incision, with caution taken over 
the little remaining eschar tissue. Increased pliability was noted in the anterior incision 
during this treatment. 
Exercises started with the use of a leg press to assist in stretching the right ankle 
into PF and DF. Sixty pounds was placed on the leg press and focus was on making sure 
the patient's foot remained flat on the platform. The flat foot position on the platform 
ensured the ankle reached end motion. Focus was placed on working towards full knee 
extension on the up phase to promote ankle PF and going to the end range of ankle DF on 
the down phase. Seated self mobilizations were continued as part of the HEP program 
along with standing weight shifts with unilateral UE support until fatigued instead of a 3 
second count. This modification was made to increase the difficulty of the HEP. This 
was to be performed 3 sets of 5 reps and 3 sessions per day. 
At the beginning of the fourth treatment session the patient reported increase muscle 
soreness and fatigue in his right ankle, which he felt was caused by excessive walking 
during a shopping trip between the two treatments. A pain level of 5 was reported when 
walking and 3 when resting. The therapist advised using the cane more frequently over 
the next 2-3 days to decrease the stress on the ankle. Mobilizations were initiated to 
access the arthrokinematic motion within right talocural joint after the increase in pain. 
Grade 2 mobilizations were tolerated well and decreased the pain slightly in the ankle. 
Grade three mobilizations were then performed into DF and PF to work on stretching the 
soft tissues. STM was again performed to the anterior incision, which had largely healed 
by this time and the shear forces across the scar were increased. Manual therapy was 
14 
tolerated well. The HEP was continued with decreased intensity to avoid over fatigue. 
The patient was to reduce repetitions in half on each of his exercises. 
Upon returning for the fifth treatment the patient reported his ankle felt much better 
the day after his the last treatment session, that he had increased his activity again, and 
had no increase in symptoms. Manual therapy was continued with AP and PA 
mobilizations to the right talocural joint and STM to the anterior incision. The manual 
therapy was tolerated well and pain was rated at 3 during the treatment and back to a 
baseline of 1 following the treatment. 
With the increase in function of the right ankle, the exercise program was progressed. 
An additional exercise was initiated where the patient had a bilateral LE stance on a 
wobble board and controlled weight shifts from side to side and anterior to posterior. 
c This was performed with bilateral DE support in front of the patient. Also performed was 
a SLS right on a wobble board, with bilateral DE support. This exercise targeted 
proprioception and strength of the right ankle by doing AP and side to side tilts. The 
HEP was continued with seated self mobilizations and the SLS exercise. The SLS 
exercise was modified to be performed with minimal unilateral UE support by placing the 
patient's fmger tips on the counter, instead of his whole hand for support. These 
exercises were to be performed 5 times each session and 3 sessions per day. 
The sixth treatment included continuation of manual therapy and therapeutic 
exercises to increase strength, motion, and prorioception of the right ankle. AP and P A 
mobilizations to the right talocural joint and STM to the anterior incision were continued 
and tolerated well. The STM was performed with movement of the ankle into end range 
I PF in order to put stretch on the anterior skin and increase mobilizing forces. Exercises "'---, 
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continued from previous sessions included: lateral and AP weight shifts with a bilateral 
stance on wobble board and bilateral UE support, SLS on a wobble board with control of 
AP and lateral tilts of the board, and PFIDF stretch with 60 pounds on the leg press. New 
exercises to be incorporated into the HEP included a PF self stretch on a step by 
advancing tibia up and over the foot and bilateral standing toe raises, both to be 
performed 15 reps 3 times per day. Since the goals set fourth at the time of examination 
were met and functional limitations were still present, a new set of goals was created. 
These focused on the patient being able to walk % of a mile with no pain or discomfort 
and to have a normalized gait sequence. 
The seventh and final treatment session included manual therapy and finalizing of the 
HEP. AP and PA mobilizations to the right talocural joint and STM to the anterior 
( ) incision were continued along with distraction of the right talocrural joint. The final HEP 
"--
was to be performed 2 times a day and included the seated self mobilizations, SLS with 
minimal support, calf raises, and the PF stretch on a step. Also the patient was to walk 
one half mile four times per day to increase comfort with the right ankle. The patient was 
encouraged to see a physician and reinitiate physical therapy if increases in strength and 






Discharge Range of Motions 
Passive Range of Motion Left Ankle Right Ankle 
Eval DIe Eval DIe 
Dorsiflexion 10 10 8 10 
Plantarflexion 48 48 18 30 
Inversion 34 34 12 18 
Eversion 24 24 12 15 
Table 4. 
Discharge Strength Testing 
Strength Left Ankle Right Ankle 
Eval DIe Eval DIe 
Dorsiflexion 4/5 4/5 3/5 4/5 
Plantarflexion 4/5 4/5 2/5 4/5 
Inversion 5/5 5/5 3/5 4/5 
Eversion 5/5 5/5 3/5 4/5 
An increase in ROM and strength was seen in all planes of the right ankle. PF 
was the most significantly impacted over the course of treatment with a gain of 12 
degrees of motion and an increase to a 4/5 manual muscle test grade. During the 
discharge assessment there was no pain felt with the strength or ROM testing, which was 







At time of discharge the patient was ambulating without an assistive device and 
was initiating his stance phase on his right lower extremity with a heel strike. The 
patient's right sided step length was still slightly shortened, but improved significantly 
since initial examination. Walking was much improved with very minimal pain being felt 
over distances less than Y2 mile. However, longer distances, such as walking at a large 
mall, still gave the patient trouble. This was not due to cardiovascular endurance, but 
was due to discomfort in the ankle from inadequate motion and strength. Even with the 
gains made after these seven visits, there were still limitations present that could have 
continued to be addressed by manual therapy, therapeutic exercise, stretching, and patient 
education. 
Mter the sixth session the patient had a follow-up with his physician, to which the 
physical therapist sent a progress note stating that the patient had been progressing over 
the fIrst six treatments, but that improvements are still expected with continued treatment. 
Furthermore, the patient would benefit from four additional visits, one time per week to 
assist in continued increases of proprioception, strength, and ROM in this ankle. The 
note also stated that these had improved over the first 6 sessions, but limitations in 
strength and motion continued to be present that restricted the functional mobility of the 
patient. The physician did not deem these four sessions necessary and recommended the 
patient to follow up with physical therapy one more visit to finalize his HEP and be 
discharged. The patient agreed with his physician's recommendation and stated that he 
will maintain the HEP for several months following discharge from physical therapy with 
confIdence he would see further improvements in his function. 
18 
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Expected functional goals set forth at time of evaluation were met. The patient 
demonstrated and verbalized understanding of all exercises, increased to 30 degrees of PF 
which was 5 degrees past the initial goal, and met the ambulation goal. However the 
updated goals, which were introduced due to the remaining functional limitations at the 
time of the sixth treatment, were not met. Not meeting these goals was limited due to 
patient and physician decisions. A recommendation was made by the physical therapist 
that if the patient was not satisfied with his progress after continuing the REP for one to 
two months, he showed follow up with his primary care physician. Continued physical 
therapy intervention would be beneficial if the REP was not providing adequate results, 







This case report, which shows positive outcomes, along with future case reports 
and trials on the rehabilitation following T AAs will help to develop a theoretical 
framework in which patients from this population can be treated. There is a definite gap 
in the research when it relates to rehabilitation following this arthroplasty, when 
compared to other arthroplasties of the lower extremities. This patient population will 
benefit greatly when there is a more evidence based protocol available. This case report 
can be used as the first step to initiate randomized controlled trials on interventions used 
with a patient sip T AA as it fully describes the examination, evaluation, interventions, 
and positive outcomes for this patient. 
Due to physician constraints in number of physical therapy interventions 
available, the updated goals were not fully met. Although, with continuation of the HEP, 
progress should still be made by the patient. Progress was observed throughout the 
treatments, in the patent's functional mobility, strength, and motion. Since the physician 
felt that follow up physical therapy visits were not warranted at this time, even with 
several functional deficits still present, he recommended the patient be discharged and the 
patient followed this advice. With T AA patients in the future, a recommendation should 
be made to start the physical therapy treatments closer to the time of surgery and extend 
the treatments out over a long period of time, due to the functional outcomes seen later in 
the rehabilitation process 1 O• 
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As described in Functional Outcomes of Meniscal-Bearing Total Ankle 
Replacements and Total Ankle Replacement in Ankle Osteoarthritis6, patients with total 
ankle arthroplasties should be encouraged to participate in an intensive physical therapy 
rehabilitation program focused on mobility and strength of the involved ankle lO• Manual 
therapy, including PA and AP glides at the replaced joint along with STM of the 
operative scars, should be incorporated for patients with limited motion at this joint 
These manual therapy techniques have been shown to increase tissue extensibility and 
increase motion in joints throughout the bodyls. The rehabilitation should be started 
immediately post-operative and the patient should be encouraged to be performing 
strengthening and mobility exercises, even one year post operatively, as gains are 
continued to be made 10. 
REFLECTION 
The therapeutic exercises that I taught to the patient and he performed are the 
exercises that I will use with the next patient that I treat that has a total ankle arthroplasty. 
With the research stating that significant limitations are still often present in this period of 
the rehabilitation, I feel the patent's strength, motion, and functional gains were 
exceptional. Also, I would include the mobilizations that were performed, since I believe 
they assisted greatly with the increases in motion for the patient. One thing that I would 
do differently is starting distraction type mobilizations earlier in the rehabilitation phase. 
These were performed in only the last treatment, as when entering the session, I was 
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